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INTRODUCTION
Wounds are a serious problem worldwide responsible for significant morbidity and mortality rates. In the United States, around 6.5 million people have wounds and approximately 25 billion dollars are annually spent in the treatment of wound-related health complications (1) . Besides, they have a significant impact on patients' lives (2) , as they result in pain, immobility, disability, psycho-emotional changes related to self-esteem and self-image, social changes resulting from hospitalizations and social withdrawal (3) (4) (5) . Care to patients with wounds involves from bio-physiological to emotional issues, and should be provided in a comprehensive manner, which is possible through systematization of nursing care (6) . Standardized nursing diagnoses have been developed by NANDA International since 1973, though the Nursing Interventions Classification (NIC) project began only in 1987 with the purpose of constructing a standardized language to describe the activities performed by nurses in their nursing care activities. The NOC (Nursing Outcomes Classification), in turn, is a comprehensive list of standardized definitions and measures that describe the outcomes observed in the patient's health status (7) . Nursing intervention is any treatment based upon clinical judgment and knowledge, that a nurse performs to enhance patient/client outcomes (8) and nursing outcome is an individual, family or community state, behavior or perception that can be measured during a response to one or more interventions. The identification and measurement of the impact of care through the assessment of outcomes is essential to demonstrate the importance of the nursing team (7) . Several scientific studies focused on nursing diagnoses of patients with wounds have been identified (9) (10) , but studies on the cross-mapping of interventions or outcomes of this clientele have not been found. Research on diagnoses must be complemented by studies on NIC and NOC to support the construction of comprehensive care protocols.
The outpatient wound healing service where the outpatients whose records were collected for this study are treated does not use standardized protocols for recording nursing care or assessments. Thus, the lack of standardization in nursing care records was found to be a complicating factor in the assessment of care plans.
Thus, the guiding question of this study was as follows: Are nursing interventions and outcomes documented in the records of patients with wounds in accordance with the stipulations of Nursing Interventions and Outcomes Classifications (NIC and NOC)?
The present study aimed to cross-mapping terms referring to nursing interventions and outcomes in the records of patients with wounds comparing them to Nursing Interventions and Outcomes Classifications.
METHOD
Retrospective observational study based on documentary evidence, which uses cross-mapping. It is a strategy that makes is possible to compare languages used in the routine of health services with existing standardized classification systems (11) . The target population of this study consisted of 190 patients monitored in 2012 in an outpatient wound healing service of a university hospital in the state of Rio de Janeiro. In this unit, 200 outpatients are assisted per year, mostly women over 50 years, with chronic venous ulcers and hypertension as the main comorbidity (12) . The sample observed the following inclusion criteria: subjects aged over 18 years with tissue injuries of any etiology who attended at least five nursing appointments in 2012, and whose medical records were available in the archive section. Also, 109 patients were excluded due to absence of nursing documentation in the patients' records related to wounds. Thus, 81 patients' records were included, and these were assessed for the five most recent documentations of patients' progress by nurses in each record, totaling 405 documentations of progress. We decided to assess nursing documentation of patients' progress because these are the only written records made by nurses regarding patients treated for wounds in the setting of the study. There were no records of nursing prescriptions.
Data collection was performed from May to July 2013 through analysis of terms used in interventions and outcomes found in nursing documentations of patients' progress, in their denotative (literal) meanings, during the year of 2012, which were transcribed to a form using Microsoft Office Word 2007 software, in a personal computer.
The form had two parts: 1 -patient identification, including data such as age, gender, underlying diseases, wound etiology and dressing used in the treatment; 2 -nursing documentation with patients' progress transcribed exactly as it was written in the patients' medical records, followed by specific columns for nursing care and assessments, where phrases related to nursing interventions and outcomes, respectively, in their denotative meanings, where copied.
The forms were completed by two nursing students who were trained, among other things, to transcribe the data in the form exactly as it was written in patients' progress records. Rev Gaúcha Enferm. 2016 jun;37(2):e55033
Data analysis was performed in three stages. In the first stage, nursing documentation of patients' progress were read, and the parts referring to interventions and assessments (outcomes) were transcribed from the forms used in data collection to a database in Microsoft Office Excel 2007 software.
In the second stage, phrases with the same semantic content were counted to measure the number of repetitions of a phrase in all nursing documentations of patients' progress assessed. The percentage values corresponding to the absolute values obtained were calculated for all the mapped phrases using database software. Subsequently, the phrases were organized in groups of synonyms or related words. Eight groups were established for nursing interventions: wound cleansing; types of debridement; types of dressing; continued treatment; comorbidities: wound size measures; use of products for enzymatic debridement; and factors that motivated nursing guidance. Also, three groups were created for nursing outcomes: clinical, satisfaction and monitoring assessments.
In the third step, cross-mapping was performed by comparing interventions and outcomes with the activities (NIC) and indicators (NOC). Mapping was done based on the similarity between the item, the definition of the intervention or outcome and the corresponding activities and indicators. The words and their meanings were mapped.
This research was subjected to appreciation of the Research Ethics Committee of the institution under number CAAE 13452713.3.0000.5243, and exemption from obtaining free informed consent signed by patients was requested, since the study is based on documentary evidence. The protocol of the research was approved under no 219.752, in accordance with the stipulations of Resolution no 466/12 of the National Health Council (CNS).
Article extracted from the term paper: "Classificações de Intervenções e Resultados de Enfermagem: Estudo de Mapeamento Cruzado em Pacientes com Feridas" (13) (Nursing interventions and outcomes classifications in patients with wounds: cross-mapping).
RESULTS

Nursing interventions
In the 405 nursing documentation records of patients' progress assessed, 2,320 phrases that expressed nursing interventions were identified, indicating the occurrence of 5.72 interventions per patient's progress record. These were arranged in groups of synonyms according to Table 1 .
Identification of phrases related to the application of products for wound care and cleansing was given priority. The number of phrases related to these groups identified in the patients' medical records exceeded the total nursing documentations of patients' progress assessed, which were 405, indicating that that phrases related to these groups were recorded more than once during each record of patient's progress. In total, 13 nursing interventions and 32 nursing activities were mapped, according to the NIC, based on the medical records of patients with wounds (chart 1).
Groups of synonyms
The intervention "Wound care" had the highest number of mapped activities (n=1.093, 47.23%). Activities of interventions "Wound cleansing" (n=310, 13.39%) and "Topical administration of medications" (n=288, 12.44%) were also prevalent.
No synonym expressions were obtained in NIC for the phrase "Return visit scheduled" of the group of synonyms: Treatment continued. This phrase was mapped 164 times in the assessed records (7.08%). Likewise, the NIC has no synonyms for performing mechanical or surgical debridement. There is only the description of the use of drug agents for debridement, in the intervention "Topical administration of medications".
Nursing Outcomes
Regarding nursing outcomes, 80 phrases with denotative meanings were identified; however, most of them described the same subjects in different ways. Thus, they were arranged in three groups of synonyms: clinical assessments, satisfaction assessments and monitoring assessments, according to Table 2 .
Priority was given to clinical assessments involving wound-related outcomes.
Also, 6 nursing outcomes and 19 indicators were mapped according to the NOC, based on the medical records of patients with wounds (chart 2).
The outcome "Wound healing: secondary intention" was the most prevalent (n=36, 45%), followed by "Treatment behavior: disease or injury" (n=16, 20%) and "Pain control" (n=8, 10%).
No synonym expressions were found in NOC for the phrases of the group "Monitoring assessments" that included "Outpatient discharge" (n=10, 12.5%) and "Death at home" (n=3, 3.75%).
DISCUSSION
The priority nursing intervention was "Wound care". In this regard, it should be stressed that activities related to would cleansing with saline solution (0.9% sodium chloride), the use of aseptic procedures during application of dressing, measurement of wound bed, documentation of wound size, site and aspect are nursing interventions essential to the appropriate treatment of tissue injuries (12) . Likewise, assessments of drainage (exudates), color, size and odor, use of proper dressing and guidance on proper wound care at home are also important (12) . Wound cleansing with 0.9% saline solution is essential. According to some studies an ideal solution for cleaning wounds should not be toxic to human tissues, keep viable granulation tissue, reduce the number of microorganisms, not trigger sensitive responses, and be widely available and inexpensive. The use of 0.9% saline solution meets these requirements as it is an isotonic solution, does not interfere with the healing process and does not damage tissue. Therefore, it is the best choice to irrigate wounds (14) . Nursing guidance during outpatient care is very significant, particularly regarding wound care. In outpatient services where patients are assisted once a week, or every fortnight, guidance on the use of appropriate dressing at home is a responsibility of the nursing team. Such guidance stimulates self-care and empowers patients by providing them with the necessary tools to care for themselves. Aspects related to the frequency of dressing change according to the product used, and wound infection control measures should also be stressed (15) . The intervention "Wound cleansing" was a frequent intervention activity, especially "wrap wound with the appropriate type of sterilized bandage". The use of dressing with sterile gauze and bandage is preferred in wounds in the lower limbs, as it prevents direct contact with the skin, whose removal could result in new lesions (15) . The ideal dressing should ensure impermeability to water and other fluids, promote a wet environment, maintain proper temperature, protect wound from mechanic trauma and infections and limit tissue movement around the wound. Besides, it should also allow gas exchanges, absorb exudates and promote debridement, mitigating pain and providing favorable conditions for the patient's' daily activities (15) . Regarding the intervention "Topical administration of medications", essential fatty acids (EFA) had a high frequency of use, because it is sold at a low price and has many
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Main mapped phrase n % (15) . Also, carboxymethyl cellulose gel (2% weight), described as hydrogel in the medical records, was the polymer most widely applied (31%) in patients whose progress was assessed. It is made of insoluble polymers and has high water content. It can be used in various types of wounds and can absorb exudate and moisturize dry wounds, as in necrotic lesions, stimulating debridement (15) . Debridement is generally defined as removal of non-viable tissues and bacteria from wounds to allow regeneration of the underlying healthy tissue (16) (17) , given the need to prevent damage to the newly formed granulation tissue. There are four main types of debridement: mechanical, surgical, chemical and autolytic.
Mechanical debridement consists in the direct application of mechanical force on the necrotic tissue; and the concept of force is related to changes in the number of movements made. In surgical debridement, sharp instruments are used in the removal of non-viable tissues, and strength is related to the efficiency of the referred instrument (17) . In chemical or enzymatic debridement, in turn, proteolytic enzymes remove devitalized tissue through collagen degradation. Topical dressing with enzymatic components is used. Finally, autolytic debridement occurs by autolysis, i.e. self-degradation of necrotic tissue by the action of lysosomal enzymes released by macrophages in the wound bed (17) . Analysis of these concepts comparatively to the documentation in the medical records of the patients who attended the nursing appointments shows inconsistency in the records. This occurs because a debridement that uses a sterile technique and sharp tools is considered a surgical debridement (even without anesthesia), although it is referred to as "mechanical debridement" in nursing documentations of patients' progress in the medical records. This inappropriate nomenclature has been frequently used in nursing documentation of patients' records to describe the use of different tools, such as anatomical tweezers and scalpel blade, ratifying the importance of standardization of nursing language in patients' medical records.
In the NIC activities described, there were no activities that specifically addressed the different types of debridement. Thus, it is recommended that health professionals that provide care to patients with wounds include the type of debridement used in their records.
Regarding the care provided to subjects with wounds in outpatient facilities, we stress the need for a continued care plan, allowing patients periodical access to nursing appointments.
Since leg ulcers are usually long-lasting, chronic sores (18) , which is corroborated by the fact that the population treated in these facilities is mostly composed of women over 50 years, with chronic venous ulcers and hypertension (12) , it is essential to schedule return visits for periodical reassessments of the care. Nevertheless, no NIC activities were observed for the phrase "Return visit scheduled" found in the medical records, which is a limitation of this taxonomy in the daily activities of outpatient care.
In general, a large number of records related to nursing interventions were observed, demonstrating significant concern with doing and executing. This stresses the importance of the role of nursing professional in the health care team, focused on comprehensive human care, aimed to minimize the biopsychosocial impacts on patients with wounds.
The main nursing outcome identified was "Wound healing: secondary intention". The type of wound healing is closely related to the healing time. Acute or saturated wounds are generally repaired by primary intention. However, wounds where there is delayed tissue repair process, whose edges are pulled apart because of surgical dehiscence, venous or arterial failure, infections or other factors, may become chronic, that is, tissue repair may take more than six weeks (19) , healing by secondary intention. In the outpatient wound healing service where the present study was conducted, there is a prevalence of patients with chronic wounds.
Thus, it is expected that nurses are attentive to the characteristics of tissues in the bed or edges of wounds, such as the presence or absence of granulation tissue and necrotic tissue, maceration, scaling or crusts on the edges, moisturizing of perilesional skin and fetid odor, as well as type of exudate, location, depth and measurement of injury size (12) . Assessment of these aspects makes it possible to determine the type of wound, healing stage, most appropriate products to accelerate the tissue repair process and occurrence of infection.
The outcome "Treatment behavior: disease or injury" referring to personal actions aimed to reduce or eliminate a pathology (5) , describing the reports of patients about the wound healing process. The patients are discouraged because they are unable to identify signs of improvement of wound and edema healing, or regarding other symptoms related to the wound. Thus, during care provision, health professionals should guide their clients on the physiopa-thology of the disease (20) , so that they express confidence in the care provided.
The outcome "Pain control" is defined as the series of personal actions to control pain (5) and denotes reports of pain resulting from wounds made by the patients. It is known that during nursing appointments of patients with wounds there are frequent assessments of pain. However, this outcome is not suggested by the Nursing Outcomes Classification (NOC) in association with diagnoses "Impaired tissue integrity" or "Impaired skin integrity". This is an inconsistency, since a patient with wounds faces pain conditions. Interestingly, the activities related to the intervention "Pain control" were not detected among the phrases of nursing documentations in patients' records. This occurred because the level of pain was assessed in nursing outcomes, but the care specifically provided to achieve this outcome was not recorded, showing a gap in the recording of the actions taken and stressing the need for standardization of the language used in nursing documentation..
The management of pain in patients with wounds involves, among other things, monitoring the level of pain using the Visual Analogue. Scale for Assessment of Pain Intensity (EVA); start dressing the wound after topical, oral, subcutaneous or intravenous analgesia, remove the bandages of the previous dressing, irrigate the wound bed with distilled water or 0.9% saline solution and reconsider the need to change the prescribed analgesic scheme (15) . No nursing outcomes were found in the NOC for outpatient discharge or death at home. Only the outcomes "Preparation for discharge: life with support", defined as the preparation of a patient to be transferred from a health institution to a place where life will have lower level of support (5) , and "Preparation for discharge: independent life", which is defined as the preparation of a patient for transferal from a health institution to independent life (5) . Both are more related to discharge in inpatient units, indicating, thus, the need for development of a nursing outcome specifically tailored to outpatient units .
Within the context of the nursing outcomes for patients with wounds, the documentation of conducts adopted in care plans is essential to ensure the delivery of high quality care to the patients. Only through the records of the clinical conditions of a subject in the different steps of treatment it will be possible to measure changes in health status, either positive or negative (5) . Thus, it can be said that the outcomes obtained cannot be measured without the appropriate record of the initial health status of the patient and the measures implemented. Based on this data, the nursing team will be able to develop clinical protocols to ensure the standardization and improvement of care, as well as to insert nursing data in standardized databases to facilitate the exchange of information between professionals and scholars.
CONCLUSION
The objective of this study was achieved, since nursing interventions and outcomes were mapped based on the medical records of patients with wounds. The most prevalent nursing intervention was "Wound care" and the most priority nursing outcome was "Wound healing: secondary intention".
No synonym expressions were found in the NIC for the expressions that indicated that return visits (subsequent nursing appointments) were scheduled, showing that this classification is more focused on care plans in the hospital setting, at the expense of outpatient services. Likewise, no synonym expressions were identified in the NOC for the expression "outpatient discharge", corroborating the need for adaptation of this classification to contemplate the care provided to these individuals.
Retrospective data collection and the records of different professionals are methodological limitations intrinsic to cross-mapping. Besides, generalizations can be made to other outpatient wound healing services, particularly regarding the interventions identified in this study, given the large number of phrases mapped in the patients' records assessed.
It should be stressed that a much larger number of records of nursing interventions than nursing outcomes was observed. This does not necessarily indicate that nursing outcomes are not assessed, but rather that in practice such assessments have not been properly registered. Therefore, the present study provides significant contributions to nursing by identifying bias in clinical practice that should be reduced to favor a more science-based nursing profession.
Regarding future prospects, it is recommended the inclusion of nursing interventions and outcomes related to outpatient care in the NIC and NOC. Moreover, NOC, in particular, should be reviewed regarding associations with diagnoses of "Impaired tissue integrity" and "Impaired skin integrity", since no outcomes related to pain control are suggested for these diagnoses. Finally, we suggest the elaboration of a care protocol for patients with wounds, including the nursing interventions and outcomes identified in this study, given that the standardization of the nursing care provided and the outcomes achieved will allow accurate reassessments, resulting in improved care to patients.
